MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH

IPARTMENT OF PUBLIC MEALTH AND WEL F’All
Registration District No. __ 0

~—Primary Registration Distriet No,

—62-007609

STATE FILE NUMBER

Ie AMENDED
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before
o s. COUNTY 8. STATE b COU admission)
a St. Charles Missouri““St. Charles
% b. CI'I"!Y (1f outside corporate limits, give TOWNSH(P only) Length of stay in 1b c. Cé\;n’ Insida Limits
w
= TOWN St. Charles 50 Yrs. owy  5t. Charles Yoo Ne O
g < c. FULL NAME OF {if NOT in hospital, give location} {nside Limits d. STREET {If cutside, give location} Reside on Farm
— '_""’__ HOSPITAL OR o ADDRESS ,9 -
PIRE INSTTUTION. 54 . Joseph Hospital |YeR N0 623 S. Fourth St. Yo O Mo ®
—|2
3. (P_IJ_AME OF DE)CEASED First Middle Last 4, DOA;I'E Month Day Yesr
ype or print
— Laurs Mary Pfarft ceatH  Feb, 24, 1662
5, SEX 6. COLOR OR RACE 7. Married K] Never Married [] [8. DATE OF BIRTH [ 9- AGE {last birthday] | IF UNhDER | YEAR IF UNDER 24 HR
] 1.‘ Widowed Di d ) Maopths ays Hours Min.
Female hite idowed O ved O Rep, 10,1885 77 RN
—] 10a. USUAL OCCUPATION {Give kind of work dona | 10b. KIND OF BUSINESS OR INDUSTRY} 11. BIRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
’d during 5t of workm e, even if ratired) 1 ~
_g FEGTEWT e i| Own Home 0'Fallon, Mo. UsS.A.
9 13a. FATHER'S NAME 13b. MOTHER’'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
P
—I© James Buehrle Louisa Gebhard Jullus FPfaff
Wy 15, WAS DECEASED EVER IN U5, ARMED FORCES? 14. SOCIAI SECLIRITY NGO, 17, INFORMANT Address
—J< (Yes, or unknown}{ (If yes, give war or dates of servic -
< %S Mrs.Agnes Achelpohl,St.Charles,Mo.
—|= [ 18. CAUSE OF DEATH (Enter only vne cause per line fi ! INTERVAL BETWEEN
< z ART |. DEATH WAS CAUSED BY: CCV"O-AA o ?[6 ) ONSW EEATH
—9 | - IMMEDIATE CAUSE (a} oma {
Zel || 8 Caves F
U o
IS g J vy 4 e
4l b a Conditions, if any,]  DUE TO (b) rCAMpama 6 ouva
o 5 which gave rise to -
—= 1z above cauze {a),
E = stating the under-
lying cause |ast. DUE TO (c)
_‘% z PART It. OTHER SIGNIFICANT CONDITIONS NTRIBUTING TO DEATH but not refated 10 the ferr!\inal PART Iil, i decessed was fomnale was
g disease conditien given in PART | { there & pregnancy in last 9O days,
» -
2 2 v o v 0“ V&ka; l|:| Yes l %o , O Unknawn
w E 19. WAS AUTOPSY 20a. ACCIDENT SUICIDE HOMICIDE 20b. DESCRIBE HOWMNIURY OCCURRED., (Enter nature of injury in PART | or PART 11 of item t8.)
z & PERFORMED? w} & O
= o YES M NO D
e} z .
= .3' 20c. TIME OF Howu Manth, Day, Year
< a INJURY a.m,
g p.m.
20d. INJURY OCCURRED 708, PLACE OF INIURY {e.g., in or about home, | 20f. CITY, TOWN, OR LOCATION COUNTY STATE
WHILE AT WORK [ farm, factery, street, office bldg., etc.)
NOT WHILE AT WORK [
; — —
é 21, 1 attended the decessed from. / 76 fo. and last uW_a....,.,ahve on l 'e‘(/ l{ yéz
o Death occurred ot H l/'yfb m on the date stated above, and to the best of my knowledge, from tha causes stated,
ot 5
8 5 22s. SIGNATU {Degree or title} = M D 22W c DATE SIGNED
& = / 1 /%
z | =soriaL, cremation, [ oate U ¥ 23c. NAME OF CEMETERY OR CREMATORY 73d. LOCATION 1City, town, or county) (Statef”
N [a] REMOVAL {Specify) ‘ [4] 5
g &| Buria Feb.27,1962|5t. Peter Cemetery St. Charles, Mo.
= < 24. FUNERAL DIRECTOR ADDRESS 25, DATE RECD. BY LOLAL REG. 26, REGISTRAR'S SIGNATURE
[IV) . - .
S afl H.C.Dallmeyer & ©ons,5t.Charles,Mo.

-
(Licensed Embalmer’s 5%

ement on Reverse Side)




o6t L ¥vH SA

STATEMENT BY LICENSED EMBALMER

| hereby cerﬁ'fy that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

or by Student Embalmer No.____
working under my personal supervision. % /D W@
Student Signed

Signature of Student Embalmer

Licensed Embaltmer No. 17[-5 ‘3 0

P. . Addresu‘ﬁif éM’%; &7

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds-for revocation of license). :
If embalmed by a STUDENT, he also shall sign in his OWN handwriting

If this body is not embalmeé, fact should be so stated above. \\/
'




